

Who can you work for? 


Emily Finch 

THE working life of the addiction 
psychiatrist and indeed for any doctor in 
this area is becoming even more 
complicated and uncertain. 

Services have, in many areas, been 
retendered or reorganised and may now be 
being run by a voluntary sector 
organisation alone, or by a complicated 
combination of voluntary and statutory 
sector provision. Some individual doctors 
are being formally employed by one 
organisation but work in another, with a 
very distant relationship with the actual 
employer. Transfer of Undertakings 
Protection of Employment Regulation 
(TUPE) is the mechanism by which an 
individual's terms and conditions are 
preserved when they are transferred from 
one employing organisation to another and 
has now become a reality for many. 

However the future of pension 
entitlements remains uncertain. Addiction 
psychiatrists continue to have a complex 
range of skills and competencies which are 


not always valued by commissioners and 
managers 1 . 

So who can you be employed by? Most 
addiction psychiatrists are still employed by 
the NHS, in mental health trusts. This 
mechanism is tried and tested and gives a 
clearly defined NHS contract with a 
straightforward medical management 
hierarchy and clear clinical governance 
arrangements. There is usually defined peer 
support with NHS indemnity cover. NHS 
services usually treat the most complex and 
difficult patients and are more likely to be 
working at the harm reduction end of the 
treatment spectrum which many enjoy. 
However NHS addiction v 

psychiatrists can end up 
spending much of their time 
as medical managers and 
negotiating with 
commissioners. There 
may be little clinical 
freedom with limited 
support from their trusts 
and job planning may also 
be very tight with little —► 
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Seasons greetings to all from SCAN! It's 
that time of year when we pause for 
thought, reflect on the past and 
consider the future. It's been quite a 
year, with political change, economic 
crises and austerity measures, not to 
mention increasing pressures on us all. 

So in this issue we provide some 
survival tips for addiction specialists. 
Emily Finch (left) leads this issue by 
looking at the alternative job options. 
Michelle Butterworth shares her 
experiences of going through a 
tendering process (2), while Deborah 
Judge and Shirley Gracias join the Big 
Society (5), and legal expert Peter 
Andrews takes us through 
the legal technicalities of 
tendering (4). 

The SCAN interviewee is 
Owen Bowden-Jones, the 
new Chair of the RCPsych 
Addictions Faculty who 

* describes his 
vision for the next 
four years (8). 




We also feature this 
year's RCPsych 
poster 
competition winners, 

Neeraj Bajal and Scott * \ 

Wylie (11), and a 

chilling winter's tale ^ / -. 

of ghosts and ghouls v < > 

from Tom Phillips (14). ® * 

Equally chilling is Eleanor Holliday's 
report on Project Prevention which has 
found its way to the UK (12). 

And finally... we invite you to get 
in the spirit with our festive caption 
competition (16). Enjoy! 

























EMPLOYMENT 


RETENDERING 


Dr Emily Finch, 
Clinical Director 
for Addictions, 
South London 
and Maudsley 
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Trust 



time to undertake service development, 
education and training. 

The trend in employing doctors in 
the larger voluntary sector organisations 
is utilising doctors for prescribing and 
little else, although a few are moving 
towards employing medical directors 
who are usually specialists in addiction 
but could be either GPs or psychiatrists. 
These medical directors are responsible 
for managing doctors across the 
organisation and for clinical governance 
but in general the organisations prefer 
'speciality' doctors who are not on the 
specialist register as this a cheaper 
option for them. Employment 
arrangements such as CPD, training and 
supervision are not attractive 
considerations for the voluntary sector 
who want to retain a 'hire and fire' 
approach to employing medical staff 
should they lose their contract to provide 
the service. 

Pensions are an important issue and 
the need for a voluntary sector employer 
to provide a 'broadly comparable' 
scheme under TUPE is difficult to comply 
with. In practice, for addiction 
psychiatrists, employment in the 
voluntary sector is not a particularly 
desirable option and in turn they are not 
viewed as very attractive by the voluntary 
sector that rarely sees the benefits of 
employing senior, highly trained doctors 
with a wide range of skills and 
competences. These problems seem to 
be solved in many areas by the creation 
of partnership arrangements between 
NHS trusts and voluntary sector 
organisations where the NHS trust 
employs the doctors (and sometimes 
nursing and other staff) but the services 
and staff are managed by the voluntary 
organisations. This can work but clinical 
governance arrangements can be 
difficult and it remains to be seen 
whether this remains stable and effective 
over time. 

Other employers are out there. 
Academics, employed by universities 
under the NHS consultant contract, 
retain the same NHS terms and 
conditions. For those who wish to 
undertake research and teaching, these 
jobs can be very attractive. However 
there are still potential problems: the 
jobs are usually either fully or partially 
funded by money from treatment 
contracts, creating as much insecurity 
over funding as other NHS funded 


consultant posts; the clinical demands of 
the NHS job can be overwhelming 
leaving little time for academia and lastly 
the requirements from the universities 
themselves - to obtain grant funding 
and high impact publications - can be 
very stressful. 

Private practice is another option. 

The benefits here include the fact that 
the clinical and environmental factors are 
under your control and the clinical work 
is often focused on a more 'recovery' 
orientated group of clients. Many private 
practitioners work in one of the big 
private hospital groups and they may 
have well developed clinical governance 
structures and a supportive peer group. 
However there are boundary and conflict 
of interest issues especially in working 
with drug users and some of the 
practical business issues (bills, bad debts, 
premises etc) can be challenging. Some 
may end up working alone, being on call 
twenty four hours for the patients and 
taking unacceptable clinical risks. 

Medico-legal work is still around. 
Family and criminal proceedings still 
require require expert reports from 
addiction psychiatrists, although this is 
likely to diminish over the next few years. 
The work is often very interesting and 
although there are problems integrating 
it into NHS practice e.g. use of trust 
premises, time to see patients and time 
off for court appearances. In practice the 
work is likely to come irregularly and it 
may be difficult to generate a full time 
income by relying on medico legal work 
alone. 

Addiction psychiatrists also do policy 
work, GMC work and medical 
management and these are often options 
taken part time or for a few years. 

Clinical governance, peer support, 
CPD and appraisal all remain important 
whoever you work for. For most, an 
element of job security, a reasonable 
financial reward and a pension is a must. 
In any new employment arrangement 
these need to be as good as possible. 

The NHS is still the best we have. 


REFERENCE 

1 Royal College of Psychiatrists and Royal College 
of General Practitioners London (2005) Council 
Report CR131 Roles and responsibilities of 
doctors in the provision of treatment for drug 
and alcohol misusers 
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Retendering: one 


WHEN I was approached to write 
this article, I realised that there was 
a stark choice between writing an 
anonymous and potentially very 
frank piece and a more diplomatic 
article under my own name. 
However, it is difficult to remain 
unrecognisable whilst detailing the 
challenges experienced during a 
'retendering' process, although my 
aim is to provide as balanced a view 
as possible. 

Prior to joining my current trust in 
2008, I had heard little about 
retendering but was aware that an 
increasing number of community 
services were being provided outside 
the NHS. The geographical area 
covered by Kent and Medway NHS 
and Social Care Partnership Trust is 
1.7 million and the NHS provided 
only two addictions services: my 
current post, Bridge House Inpatient 
Detoxification Unit in Dartford (Tier 
4), and Mount Zeehan, East Kent 
Community Alcohol Service in 
Canterbury (Tiers 2 and 3). 

The actual retendering of our 
services did not come as a particular 
surprise to me but the timing was 
catastrophic: I had a just had a baby 
and the service manager had just 
retired. Our addictions services are 
strategically located within the 
Forensic Directorate, and since mine 
is a stand-alone post, there were no 
other addictions consultants to 
provide the clinical input or advice 
for the tender. 

My role in the preparation of our bid 
was to draft the clinical component 
for the tier 4 service. Having had no 
previous experience in this I had to 
consider where best to obtain advice 
and the disadvantages of my single- 
handed position quickly became 
apparent. Although I had completed 
my specialist training in South 
London and Maudsley Trust and 
previously would have easily been 














person's experience Michelle Butterworth 


able to ask advice from more 
experienced colleagues, there was a 
likely possibility that they also may 
be entering their own bids for the 
same tender, and conflict of 
interests became a clear problem. 

The Tier 2 and 3 tender was 
eventually awarded outside the NHS 
and Mount Zeehan. The outcome 
of Bridge House remained 
undecided for a further three 
months. I still find it hard to remain 
objective about this intervening 
period. But in general, for much of 
that time, the team felt angry, 
confused and very anxious. TUPE 
was felt to offer very little 
protection to them and during the 
transfer to the new service, 
professional identities morphed 
from skilled nurses and 
psychotherapists to 'psychosocial 
intervention workers'. The service 
users also became increasingly 
agitated and an increase of self- 
harming behaviours was reported. 

The uncertainty about the fate of 
Bridge House also had further ripple 
effects; a number of the nursing 
staff, unsettled by the situation 
observed at Mount Zeehan, applied 
and obtained jobs elsewhere, but 
under procurement regulations, 
their old posts could not be 
replaced. 

The outcome of tier 4 retendering 
was eventually announced at the 
end of April 2010 with the 
commissioners opting for a 
selection of preferred providers 
rather than the previous block 
contract arrangement, which had a 
significant impact on the volume of 
business the unit could expect. 



There is a saying in addictions about 
the need to 'hit rock bottom before 
starting to climb back up'. Our 
Clinical Director, Dr Catherine 
Kinane, and Service Director, Mr 
Kevin Halpin, believed in the quality 
of our service and have both 
defended and encouraged further 
development of the unit. Following 
a successful open day, supported 
the trust board, viable ideas 
regarding feasible service 
development were put forward and 
have started to suggest that there is 
real future potential for the unit. 

Over the last few months, I have 
spent a lot of time scouring the 
internet for data, costings and 
ideas, as well as discussing potential 
service models and developments 
within the trust and with other 
addictions colleagues. Catherine 
and Kevin have fully supported and 
encouraged us; commenting on 
service proposals; defending 
budgetary deficits and acquiring 
knowledge about a specialty which 
is intrinsically different to that of the 
rest of the directorate. 


potential dual diagnosis pilot. 

There have been other positives 
from this experience for me. Our 
team at Bridge House is now one of 
the most committed and loyal 
teams I have ever worked with. The 
passion, energy and camaraderie 
they have shown in the face of 
these threats is incredible. Our 
service manager, who has not 
worked shifts for 10 years, now 
works a full shift pattern, 
minimising costs to promote 
financial viability. Staff members are 
very flexible and minimise the need 
for bank staff. No task is too small 
or menial if it helps develop the unit 
and I can't recall the last time a 
member of the team called in sick. 

I strongly hope that Bridge House 
will be able to prove its financial 
viability longer term and continue to 
give the population of Kent a high 
quality service. However, although 
we may have won the fight for 
now, the process remains an 
ongoing battle. 


However it has been uncertain over 
the last few months whether Bridge 
House would meet its financial 
targets and we are not 'out of the 
woods' yet. We have attracted a 
small amount of business outside 
our geographical locality. We are 
also developing an arrangement 
with acute services and have just 
been awarded a grant to pilot an 
assertive outreach alcohol service. 
Relations with our inhouse 
commissioners have improved and 
we are now collaborating on a 


Dr Michelle Butterworth, 
Consultant Addiction 
Psychiatrist 

Bridge House Inpatient 
Detoxification Unit, 
Dartford 
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LEGAL PERSPECTIVES 



Peter Andrews, 
Partner and head 
of Shoosmiths EU 
and Competition 
legal team. He 
spends most of 
his life training 
public sector 
buyers on EU 
tenders, and 
bringing 
challenges on 
behalf of 
disgruntled 
bidders. 



EU Public Procurement 

How to sell your services 


YOU have probably noticed that the process 
for commissioning your services has become 
more and more formal. The forms are getting 
larger and more complicated. 

The procedures may seem convoluted 
and the decisions difficult to understand. In 
large part, this is down to the EU Procurement 
Rules (or a form of them) being applied to 
commissioning of Tart B' services. In this 
article, I want to explain why tendering is 
becoming more formal, and give you some 
practical tips on how best to present your 
services, and win more bids. 

But first, a bit of background... 

Some of you may be wondering what "Part 
B services" are. (Some of you may even be 
wondering what EU public procurement is.) 

Public procurement involves the 
purchase of goods or services by public 
bodies. In the past, the trend in Europe was 
for governments and public bodies to buy 


from suppliers within their own countries. 
But that didn't sit well with the concept of 
the single European market, and it wasn't 
clear that the best bidders were winning the 
work. So, for many years now, the 
European Commission has issued public 
procurement Directives, requiring public 
contracts to be advertised in the EU Official 
Journal (OJEU) and awarded following a 
regulated open, fair and competitive tender 
process. At a time when the public purse is 
under increasing pressure, ensuring 
competition also means that the taxpayer 
gets more value for money. 

The EU Directives have been transposed 
into national law (the Public Contracts 
Regulations 2006). Importantly, the rules 
distinguish between two categories of 
services: those which attract the full force of 
the Regulations (Part A) and those which are 
(pretty much) outside the scope of the 
Regulations (Part B). Your services (like most 


in the health and social services field) are 
classed as 'Part B'. 

Part B - A change in attitude 

So, until a few years ago, buyers took a 
relaxed approach to commissioning Part B 
services. They were outside the scope of the 
Procurement Regulations, so tenders could be 
informal and flexible. But, in a series of cases 
several years back the European Court 
developed some legal principles, based on the 
EU Treaty, that they said applied to all 
procurement, whether the Directives and 
Regulations applied or not. 

In 2006, the European Commission took 
those principles of transparency, equal 
treatment and proportionality, and worked 
them up into an "Interpretive 
Communication". This created what we call a 
"Diet" version of procurement law, which 
applies to Part B procurement. You can find 
the guidance below. 

This was very controversial. Many people 
(me included) thought that Part B services (and 
low value procurement) were never meant to 
be regulated, and that the European Court 
and European Commission were pushing 
things too far. Germany challenged the 
Commission's Guidance. But in May this year, 
the European Court agreed with the 
Commission. So the 2006 Guidance stands. 
Commissioning bodies are increasingly aware 
of it, and are structuring their tenders to 
comply with it. Some are even going too far 
and treating procurement of Part B services as 
if it was caught by the full Regulations, and 
not just subject to the "Diet" rules. That is 
disappointing, because it is inconvenient and 
creates costs. I'll come back to that below. 

So, how should Part B Services be 
commissioned now? 

The 2006 Guidance effectively sets out the 
rules of the tender "game". If you 
understand the game, you increase your 
chances of winning. There are a number of 
steps to consider. 

Advertising 

To ensure transparency, the procurement 
needs to be advertised sufficiently to ensure 
that it has been opened up to competition. 

So commissioners can't just contact a few 
selected suppliers. They need to advertise 
actively. 

The easiest place to advertise is on the 
internet, which is cheap and far-reaching. 
There are specific website portals dedicated to 
collecting together advertisements in one 
place. They can also use relevant trade 
journals. Ask authorities where they advertise, 
and keep a careful watch for opportunities. 
Some authorities choose to advertise in OJEU 
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(see above). But there is no need for this. 

And I would not recommend this for Part B 
Services, even if it is done on a "voluntary" - 
basis, because there is a risk that doing so 
obliges the authority to comply with the "full" 
Regulations. 

The advert does not have to contain 
masses of detail, but must include sufficient 
information that a bidder might "reasonably 
need to make a decision" on whether to 
express interest. Authorities have to include 
brief details of the contract, the tender 
procedure, and how the procurement will be 
assessed. And if they are planning on short¬ 
listing, they need briefly to explain the 
procedure for doing so. 

Pre-Qualification 

Commissioning bodies are allowed to shortlist, 
to filter out those bidders they think will not 
have sufficient experience, capacity or financial 
security to deliver the contract. Pre-qualifying 
in this way allows them to ask for full bids only 
from a select few. This saves time. If they do 
run a prequalification stage, then best practice 
(and for Part A services, a legal requirement) is 
for them to focus on you at this stage, not 
your bid. They should be asking about your 
track record, your qualifications, your solvency, 
and not (at this stage) how you would deliver 
this particular service (including your proposed 
rates). Check whether they have followed this 
aspect of best practice. If they have, don't talk 
in any depth about how you would deliver this 
service. That's for the bid stage. Focus on the 
things they have asked, and aim to get on the 
tender list. 

The Bid Phase 

So now you're pre-qualified and you're 
through to the actual bidding phase. As with 
all procurements, the invitation to tender 
issued by the authority must be clear. You 
should know what is being commissioned, 
including what is essential, and what is "icing 
on the cake". You should know what is 
important to the authority, because they 
should set out the evaluation criteria and 
weightings. If they haven't, ask for them. 

Once you have them, think about them 
carefully. Frame your tender around those 
areas of most importance to the buyer. Pick 
up the easy marks. 

You also need to know the intended 
procedure for the procurement. Timelines and 
dates should be clear. So should word limits. 
Stick to them. If there is to be an interview 
phase, find out how it is to be scored, and 
prepare appropriately. 

Decision and feedback 

Once the panel has evaluated bids, you'll find 
out whether the news is good or bad. 


The authority may or may not give you a 
formal, detailed, written debrief. It may or 
may not run a "standstill" period (which gives 
you a chance to complain before the contract 
is signed). Both are legal requirements for Part 
A services. For Part B services under the "Diet 
Rules", they are only "best practice", and not 
mandatory. If you haven't received a written 
debrief, ask for one. If you need more detail, 
ask for it politely. This will tell you whether 
you have grounds for a legal challenge. More 
importantly, it will help you improve your bid 
next time. 

Challenges 

If your rights under the procurement rules 
(even the "Diet" rules) have been breached, 
you can go to Court (or threaten to do so) to 
do something about it. There are ways to 
exert gentle pressure, short of litigation, which 
can achieve results. But you'd want to pick 
your battles carefully, and avoid getting a 
reputation for making trouble. 


r 

And finally... 

A few key tips to help ease you through the 

procurement process... 

• If an authority seems to be over¬ 
complicating things by applying the "full" 
rather than the "Diet" rules, gently point 
out that they are being over-enthusiastic. 

• Answer the questions and answer them 
properly. If the question is split into parts, 
answer each of those separately. Nail 
each point, aiming for accuracy rather 
than beautiful, flowing prose. Bids are 
evaluated on a "tick box" principle, so 
make it easy for the panel to tick the 
boxes, point by point. This makes all the 
difference. 

• Make sure you use plain English and build 
in time to get a colleague to run a final 
review of the bid document. A fresh pair 
of eyes is invaluable. 

• Where you need more detail from the 
authority, ask for it. 

• Take care over practicalities. Meet the 
timescales. Don't exceed the word limits. 

If your bid is non-compliant, they can 
exclude you very easily. If you are cutting 
and pasting from another bid document, 
run a word search to check for key 
changes. 

• If you have to use your rights, be firm and 
assertive, but not aggressive. 

V___ J 



Going it alone or joining... 

The Big 
Society? 

Deborah Judge and Shirley Gracias 

WE are two Child and Adolescent Psychiatrists 
who had seen the writing on the wall for infants, 
children and families' therapeutic services 
through bitter personal experience, and had 
begun our journey into the brave new world of 
service provision some years ago. 

One of us (Deborah Judge) was made redundant 
from a three session substantive Consultant post 
following the de-commissioning of the specialist 
substance and mental health treatment service 
for young people by Wiltshire Council in April 
2009. Similarly, the other (Shirley Gracias) saw 
the demise of the Infant Mental Health Service 
she had spent 15 years developing when the 
CAMHS she had worked for was 'retendered' 
and a new contract, excluding infancy work, was 
awarded. 

Instead of wallowing in self pity and licking 
our wounds, we supported each other through 
these stressful times and after watching the 
changing political landscape began to develop a 
vision of service provision within a social 
enterprise model. Social enterprises are dynamic 
businesses with social and environmental aims 
and include well known examples such as 'The 
Big Issue', 'Cafe Direct' and Jamie Oliver's 
'Fifteen'. 

Whilst not wanting to appear grandiose, we 
sincerely believed that it could be wonderful if 
stigma-free family mental health service 
provision could become a reality and a 
household name! So, after joining forces, our 
social enterprise company - Families Inc. - was 
created in April 2010. 

The enterprise's vision was to design a new 
model for the provision of 'family-based' mental 
health services to meet the mental health needs 
of some of the most vulnerable families. The 
underlying belief was that, as social animals, we 
function best and lead healthier lives when we 
learn to build secure relationships in life, so our 
aim was to focus our attention on the most 
vulnerable in society and where there is the 
greatest potential for positive change - namely in 
infancy, childhood and adolescence. 

Families Inc is currently being established as 
a local social enterprise and will provide a broad 
spectrum of services aimed at improving the —► 
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quality of life for vulnerable children and 
adolescents whose social situation is such that 
they are unlikely to be able to access mainstream 
child and adolescent mental health services. 
Provision will include: 

• Support groups and treatment interventions 
for parents and their babies, including groups 
for young parents. 

• Family Lifespan ADHD clinics for children, 
adolescents and parents (with their babies) - to 
provide psychosocial interventions that support 
building good relationships, where ADHD 
impacts on family life. 

• Treatment for children who are placed away 
from their families of origin and support to the 
fostering agencies that coordinate their care. 


A change of classification 


DSM-V Substance Related 
Disorder: whither dependency? 



Deborah Judge, 
Consultant Child 
and Adolescent 
Psychiatrist, 
Bristol NHS 
Service for 
Young People's 
Substance 
Misuse 
Treatment and 
Director, Families 
Inc CIC 



Shirley Gracias, 
Consultant Child 
and Adolescent 
Psychiatrist and 
Infant Mental 
Health Specialist 
and Director, 
Families Inc CIC 



Our first project will be working in partnership 
with The Nelson Trust, a well-established 
charitable organisation delivering addictions 
services in Gloucestershire, to provide an 
innovative therapeutic intervention to help 
enhance the development of the early 
relationship between infants and their primary 
care giver. Our provision will be integrated into 
the work of the ISIS Women's centre, which is 
working with women with complex and multiple 
needs, mainly involving drug and alcohol misuse 
and/or offending behaviour. This service aims to 
identify families that are struggling to form a 
bond between the infant (ages 0-5 years) and 
mother and to offer a package of therapeutic 
interventions to enhance this relationship. 

We believe that mental health services in the 
UK are currently at a crossroads: increasingly 
short of funds, health service providers are 
choosing (or are being driven) to focus on acute 
clinical presentations. Although the evidence for 
enhancing early relationship development is 
gaining ground and is influencing government 
policy and guidance, such services are seen as 
being for others, and not actually for CAMHS, to 
provide 1 - 2 . 

We believe that this work is vital for future 
healthy social and emotional development and 
our aim is to continue to focus our work in this 
direction. The Social Enterprise model also frees 
us to work in new ways; forming partnerships 
within the third sector and in providing more 
stigma-free family Mental Health Services. 

REFERENCES 

1 NICE November 2010 Looked-after children and young 
people: full guidance. http://guidance.nice.org.uk/PH28 

2 Department of Health September 2010 Getting it right 
for children and young people: Overcoming cultural 
barriers in the NHS so as to meet their needs. A review 
by Professor Sir Ian Kennedy 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_dig 

italassets/@dh/@en/@ps/documents/digitalasset/dh_11 
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Christopher G Daly 

THE influential classification system the 
'Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5)' is due for 
publication in May 2013. There have been 
significant changes to the section on 
substance-related disorder which will 
impact future research and clinical services. 

The most significant change is the 
replacement of the categories of 
'substance abuse' and 'substance 
dependence' with the single dimension of 
'Substance Use Disorder'. The dimensions 
within this new construct are mild, 
moderate and severe and are defined by a 
number of stipulated criteria. Individuals 
who were previously categorised as having 
'substance abuse' will now be at the 
milder end of the new spectrum and those 
previously diagnosed as 'substance 
dependent' will be at the more severe end 
of this definition. 

Since the inception of DSM III, and for 
many years, the arguments have raged 
over the distinction between abuse and 
dependence and whether they are 
coherent as syndromes. 

The classification of 'substance abuse' 
has always been especially contentious and 
calls for a new non-dependence diagnosis 
have been vociferous for a while. This new 
working party has taken the arguments 
further and has dispensed with the 
concept of a separate categorical diagnosis 
of substance dependence. In an interesting 
aside, they also consider that the previous 
inclusion of 'dependence' in DSM IV was a 
mistake and identify that 'dependence' 
had originally been included in DSM IV by 
only one vote in the original working party 
meetings! 

To understand the difference in this 
new classification and its dimensional 
approach to diagnosis, the full description 


for Alcohol Use Disorder is reproduced in 
the panel on the right. 

As can be seen, the criteria are, in 
effect, an amalgamation of the previous 
criteria for abuse and dependence, and a 
number of criteria are used to delineate 
severity in the construct of 'Alcohol Use 
Disorder'. The term dependence is found 
only in relation to physiological 
dependence but a specific exclusion is the 
development of tolerance and withdrawal 
to those substances which are taken under 
medical supervision. This idea appears to 
be central to the argument for removal of 
the category of substance dependence 
and also appears to have been dominant 
in the decision to take a dimensional 
approach. 

In a press release, the American 
Psychiatric Association explained that 
'eliminating the category of dependence 
will better differentiate between the 
compulsive drug seeking behaviours of 
addiction and the normal responses of 
tolerance and withdrawal that some 
patients experience when using prescribed 
medications.' 

However, in reality, the distinction 
between the characteristics of individuals 
with therapeutic tolerance and withdrawal 
will be difficult to differentiate from those 
with 'non medical' addictive behaviours; 
and will in essence, 'water down' the 
central construct of tolerance and 
withdrawal in dependence, appearing to 
place differing values on the manner in 
which an individual develops substance 
problems - e.g. those who develop 
dependence by self-medicating depression 
with alcohol will lie above those who 
develop tolerance and withdrawals with 
prescribed analgesics. The definitions of 
'under medical supervision' do therefore 
need to be clarified further. 

The diagnostic classification for 
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Proposed DSM V criteria for alcohol use disorder 

A. A maladaptive pattern of substance use leading to clinically significant impairment or 
distress, as manifested by 2 (or more) of the following occurring within a 12-month period: 

1. Recurrent substance use resulting in a failure to fulfil major role obligations at work, 
school, or home (e.g.: repeated absences or poor work performance related to substance 
use; substance-related absences, suspensions, or expulsions from school; neglect of 
children or household) 

2. Recurrent substance use in situations in which it is physically hazardous (e.g.: driving an 
automobile or operating a machine when impaired by substance use) 

3. Continued substance use despite having persistent or recurrent social or interpersonal 
problems caused or exacerbated by the effects of the substance (e.g., arguments with 
spouse about consequences of intoxication, physical fights) 

4. Tolerance, as defined by either of the following: 

a. A need for markedly increased amounts of the substance to achieve intoxication or 
desired effect 

b. Markedly diminished effect with continued use of the same amount of the substance 

(Note: Tolerance is not counted for those taking medications under medical supervision 
such as analgesics, antidepressants, ant-anxiety medications or beta-blockers.) 

5. Withdrawal, as manifested by either of the following: 

a. The characteristic withdrawal syndrome for the substance (refer to Criteria A and B of 
the criteria sets for Withdrawal from the specific substances) 

b. The same (or a closely related) substance is taken to relieve or avoid withdrawal 
symptoms 

(Note: withdrawal is not counted for those taking medications under medical supervision 
such as analgesics, antidepressants, anti-anxiety medications or beta-blockers.) 

6. The substance is often taken in larger amounts or over a longer period than was intended 

7. There is a persistent desire or unsuccessful efforts to cut down or control substance use 

8. A great deal of time is spent in activities necessary to obtain the substance, use the 
substance, or recover from its effects 

9. Important social, occupational, or recreational activities are given up or reduced because 
of substance use 

10. The substance use is continued despite knowledge of having a persistent or recurrent 
physical or psychological problem that is likely to have been caused or exacerbated by 
the substance. 

11. Existence of a craving or a strong desire or urge to use a specific substance. 

Severity specifiers: 

MODERATE: 2-3 criteria positive 
SEVERE: 4 or more criteria positive 

Specify if: With Physiological Dependence: evidence of tolerance or withdrawal 
(i.e., either Item 4 or 5 is present) 

Without Physiological Dependence: no evidence of tolerance or withdrawal 
(i.e., neither Item 4 nor 5 is present) 

V_ J 


intoxication and withdrawal from alcohol, 
amphetamine, caffeine, cocaine, 
hallucinogens, inhalants, nicotine, opioids, 
phencyclidine and sedative, hypnotic and 
anxiolytic drugs are retained, as is the range 
of substance-related psychiatric diagnoses - 


e.g. cocaine-induced psychotic disorder - 
which was a particular strength of the DSM 
IV classification as compared with the ICD 
10 (International Classification of Diseases, 

10th Revision). 

However there are additional diagnostic 


inclusions in the DSM V such as cannabis 
withdrawal. 

One other significant and far-reaching 
change is the proposal that pathological 
gambling should be re-classified from 
Impulse Control Disorder Not Elsewhere 
Classified to Substance Related Disorders, 
which will then be renamed Addiction and 
Related Disorders with a subsection of 
Behavioural Addiction. There has been 
further debate about the potential inclusion 
of sex addiction and internet addiction in 
this category but there was felt to be 
insufficient evidence to allow the 
development of reliable diagnostic criteria in 
these areas. 

If the concept of dependence is 
removed this will have significant 
implications for research and service delivery. 
Many of the recent guidelines (NICE, NTA) 
include the assessment and diagnosis of 
dependence as a central element of service 
delivery and define appropriate treatment 
pathways. Many services and treatments 
including medication have specific criteria of 
dependence as a defining inclusion. How 
will this work with the new dimensional 
approach to diagnosis? 

The DSM V working group on 
substance-related disorders has attempted 
to address some of the inconsistencies in the 
DSM IV classification system and to a large 
extent has been successful. However, they 
may have also created a new raft of 
inconsistencies in the changes proposed and 
the challenges facing researchers and 
clinicians are considerable. 

Looking into the more distant future, 
one wonders whether there will there be an 
eventual shift back to dependence in DSM 
VI or will it truly be a case of whither 
dependence altogether? 
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Dr Owen Bowden-Jones is a Consultant Addiction 
Psychiatrist in CNWL and Honorary Senior Lecturer at 
Imperial College. He is the recently incumbent Chair of the 
Faculty of Addictions of the Royal College of Psychiatrists. 
He is interviewed for SCANbites by Dr Sally Braithwaite on 
his career and vision of the future. 



SB: What motivated you to study 
medicine and psychiatry and what 
later drew you into the addiction 
field? 

OBJ: The attraction of medicine was the 
holistic approach to patient care and the 
insight it gave into different angles on a 
person's life. Psychiatry was not actually 
on my radar during medical school as I 
was much more attracted to being a 
physician and actually favoured 
haematology in my medical house job. 
After that, I travelled to Australia and 
worked my way through the medical 
specialties for three years. During those 
jobs, I kept encountering patients with 
addiction problems and it was that which 
ignited my interest in psychiatry. I 
remember, in particular, finding the 
inability of patients to stop using 
substances that were clearly harming them 
completely perplexing but fascinating; 
from those awaiting liver transplantation, 
who continued to drink; to the smokers 
needing vascular grafts who were unable 
to quit. Once I had rotated around to 
psychiatry, it suddenly felt right and I knew 
that addiction psychiatry was the area that 
I was going to follow. 

SB: Later down the line, after you had 
started training in addiction, you 
completed a Master's degree and your 
thesis looked at innovative treatments 
in addiction treatment. Is this 
something that relates to your 
particular interest in creativity as 
applied to psychiatry? 

OBJ: The creativity aspect was one of the 
things that struck me from my first 
exposure to addiction patients, in that 
when they are not using substances, they 
tend to be highly-creative compared to 
other patients I had encountered. I was 
also intrigued between people's ability to 
be creative and their mental health. 

Although active mental illness appears 
to be a barrier to creativity, there are some 
studies that have looked at relatives of 
people suffering with psychosis and 
bipolar disorder and found increased rates 
of creativity in their first degree relatives 
rather than themselves. In the addiction 
field, it is clear that there have been many 
highly creative people, painters and 
writers, who have famously used 
substances, but I believe that it is a myth 
that the substances themselves have 
driven the creativity; especially when you 
find that the actual period of creativity was 
when they were not using. With patients, I 
think it is therapeutic to try to work 
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creativity into treatment, by getting them 
to return to activities they had enjoyed 
before. I have also collaborated with other 
artists and we have been involved in a play 
at the Almeida Theatre, due next April, 
about heroin use and co-dependency by 
the playwright David Eldridge. As part of 
his research he met patients here and we 
talked about treatment and how that 
might work for his play and there have 
been other collaborations too such as 
'Poppy Shakespeare' and the TV show 
"Casualty". There is also a role in 
addiction psychiatry to tackle stigma and I 
think interfacing with media to help make 
more realistic and optimistic portrayals of 
addiction is important because there are so 
many media misrepresentations out there 
that are really damaging. 

SB: You also have interests in chronic 
pain management and have created 
the psychological pain clinic at the 
Chelsea and Westminster. Do you have 
any advice for those people who may 
be considering setting up something 
similar? 

OBJ: I am very lucky that I am working in a 
teaching hospital and have been able to 
develop links with other specialties. The 
pain clinic is a shared care model with 
anaesthetists for this complex group of 
people. The work is challenging and often 
slow but we are able to discuss the 
patients and treatment plans together 
which is so much better than working 
alone. I am not saying that every patient 
does brilliantly well because the issues are 
complicated, but patients generally feel 
that there is a sense of cohesion to their 
treatment and the ability to share 
resources, such as psychology, has proven 
very useful. Other networks such as our 
links with the HIV service have meant we 
can co-manage their patients that are 
using substances and this has been 
enlightening because the sorts of drugs 
that are encountered here tend to be 
methamphetamine, ketamine and GBL 
and we have developed a lot more 
experience with these drugs using this 
model. 

Offering a specialist HIV clinic venue 
has also encouraged better attendance by 
those who, in general, don't feel addiction 
clinics are suited to them given the type of 
substances they prefer to use. 

We also co-manage people on 
Interferon treatment with the 
hepatologists, but it is so much easier 
being based in hospital as the ability to 
bump into colleagues really makes a 
difference. I do have an issue about how 


psychiatry has drifted away from 
mainstream medicine but I think that 
addiction psychiatry is one of the most 
medical specialities in psychiatry, and by 
linking to other medical specialities there is 
potential for creating innovative 
opportunities and partnerships. 

SB: The Health Foundation also 
awarded you a prestigious two year 
fellowship after identifying you as an 
influential leader in health, what did 
this entail and how did it later affect 
your role in NHS management? 

OBJ: The Health Foundation programme 
gives a multidisciplinary group of 16 
people across the NHS a sort of bespoke 
managerial training. The mixture of 
doctors, nurses and managers were an 
interesting group who wouldn't have 
necessarily met as professionals in their 
day job. The two year programme involved 
seminars and lectures but it was also very 
much experiential with action learning sets 
where we would discuss issues that had 
come up in our everyday work, using the 
expertise of the group to solve them. 

I was relatively junior when I went in 
and the learning curve was steep. Those 
two years made me understand that every 
addiction psychiatrist needs core 
managerial skills aside from clinical skills 
and helped me understand how my 
service runs; how it interfaces with other 
services and how to make a way forward 
in this complex NHS and the hybrid 
NHS/non-NHS system. The group has since 
continued to meet every six months and 
although I was the only person involved in 
addictions the challenges we were facing 
were very similar and the shared learning 
was hugely helpful because of that. 

Core management skills include good 
communication and negotiation skills. I 
learned a lot about negotiation on the 
Health Foundation programme as well as 
how to influence others. I think that one 
of the roles that addiction psychiatrists 
particularly need at the moment is the 
ability to influence the system. We are 
influential as a group but I think we could 
be even more so. 

Skill in influencing stakeholders by 
working out who you need to talk to 
requires method and planning. 

SB: There have been certainly have 
been turbulent times over the last few 
years in addiction psychiatry. What are 
your plans for the future regarding the 
College Addictions Faculty? 

OBJ: As well as being a privilege, it is a 


really exciting time to be taking over as 
Chair because there is a genuine 
opportunity to influence the way that the 
treatment system will develop over the 
next five or so years. 

We need to engage better with the 
membership as many see the faculty as 
remote and inaccessible and one of the 
ambitions of my tenure is to address this 
and make others feel that anyone who is a 
member of the faculty could participate in 
its work. We need to have a strong 
coherent voice which can articulate clear 
messages to other organisations and 
government. 

The debate about what addiction 
psychiatrists do exactly has not quite 
crystallised and one of the jobs of the 
faculty executive will be to define a clear 
hard message about the value of addiction 
psychiatry. Once we have got that 
message clear and people have signed up 
to it, the next step will be to communicate 
it assertively to other groups. 

Emily Finch is currently leading on 
some work about defining the roles and 
responsibilities of addiction psychiatrists 
and GPs and this is important because the 
legitimate question in commissioner's 
minds will always be, "with limited 
resources why do I need an addiction 
psychiatrist?" We need to be very clear 
about the answer and this needs to be the 
same across the board. 

I also believe that the faculty should 
be collaborating more with other 
professional groups, such as the Royal 
College of General Practitioners, the British 
Psychological Society and the Royal 
College of Nursing, who are all natural 
partners for us. Real progress could be 
made if we established these networks 
and then were able to give clear messages 
about evidence-based practice and best 
quality treatment. 

SB: Do you have a view on the 
Coalition government's plans for the 
changes in the addiction field in the 
near future, including the recovery 
agenda? 

OBJ: There is a lot of debate about what 
the term recovery means, and many talk 
about being on the road to recovery as if 
recovery is a destination but I see it as a 
process and I believe that the journey is 
the recovery. Sadly there is a real risk that 
there could be polarisation between those 
that believe in harm-minimisation and 
others that believe in recovery. 

One of the roles that addiction 
psychiatrists could have is really 
emphasising the middle ground that harm 
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minimisation is an essential part of recovery 
for many patients. 

We should embrace the ambition set out 
by government to improve the lives of 
patients; the numbers getting in to work; in 
safe housing and in reducing crime. But there 
are enormous challenges to that agenda given 
the current financial climate. 

As a doctor I don't feel particularly skilled 
about getting people into work and think that 
my skills are better focusing on health. So in 
order to make headway with the recovery 
agenda more partnership working with other 
agencies will be needed. One of the concerns 
that I have about the Coalition is its focus on 
outcomes - there needs to be process 
measures as well as outcome measures. 

The challenge is that the recovery agenda 
widens the concept of what success is by 
including housing and employment. Health 
services need to be quite clear about what 
part of the success they are delivering, so it is 
crucial that health outcomes are well defined 
and are right otherwise there is a real risk that 
we will be measured on the wrong things. 

The other area I am concerned about is 
the issue of complexity and severity - any 
payment-by-results system must have a 
complexity measure otherwise 'easier to treat' 
patients will be 'cherry picked', with a 
perverse incentive not to treat complex cases. 
We need to keep reminding the government 
about this. 

SB: What are your views about the 
ongoing concerns regarding 
commissioning? 

OBJ: The whole issue with commissioning is a 
concern, especially the cycles of retendering 
which are in some areas destabilising 
treatment services and in other areas are 
leading to a loss of quality. 

There is a challenge to current services 
providers to prove value and we have to be 
very good at articulating what we do; the 
success that we have and why we are value 
for money especially with shrinking resources. 
Bids are probably stronger if they are 
undertaken in partnership rather than singly. 

We need to be prepared to challenge 
commissioning decisions if they go wrong and 
I am also concerned about the lack of 
accountability of some of the recent decisions 
made. I would love to see a process by which 
we could analyse commissioning decisions 
nationally to pick up trends and develop more 
transparency around the commissioning 
process. 

We can't just leave this to others - we 
need to be bold ourselves. 

SB: Thank you and good luck in your new 
role. 


A practical guide 

Applied cognitive and behavioural approaches to the treatment of addiction: A practical 
treatment guide. Authors: Luke Mitcheson, Jenny Maslin, Tim Meynen, Tamara Morrison, 
Robert Hill and Shamil Wanigaratne. Publisher: Wiley-Blackwell, 2010. Review by Dr Lihini 
Gunawardana. 



WRITTEN by a group of clinical psychologists 
with many years of collective clinical experience 
in working in the field of substance misuse, the 
book boldly sets out to provide a 'comprehensive 
cognitive behavioural therapy (CBT) approach for 
the treatment of drug and alcohol problems'. 

The authors attempt to explain the use of a CBT 
framework to formulate a client's addiction 
problems and introduce an extensive range of 
interventions the clinician can use to enable 
clients achieve control and, where appropriate, 
abstain from substance use altogether. 

It is written for a wide array of professionals; 
workers with minimal professional therapy 
training, experienced CBT practitioners or those 
who work in primary or secondary mental health 
care who may encounter clients with substance 
misuse problems. 

Catering for a broad audience, the first half 
of the book provides a wide overview of the 
cognitive and motivational theories of addiction. 
This includes the fundamentals of treatment, 
including engagement, enhancing motivation to 
change, assessment and formulation of CBT, 
before moving on to dealing with possible 
substance-related cognitions and interventions. 

Although these chapters provide a 
comprehensive review of the above and a sound 
foundation to build on, it is rather stodgy, 
laborious fare before one reaches the second half 
of the book which, I believe, has more relevance 


for practising clinicians. My interest rose with the 
descriptions of the use of CBT in clinical practice 
in addition to the detailed practical strategies and 
techniques that could be deployed. 

The authors guide the reader through basic 
and additional cognitive techniques for 
facilitating belief change as well as setting up 
behavioural experiments to test beliefs related to 
overcoming substance use. 

This is followed by a chapter on behavioural 
interventions that can be used to change 
unhelpful behaviours contributing to continued 
substance use and also the strategies that could 
be employed when working with difficult 
emotions. Each approach is amply supported by 
practical examples of substance related beliefs 
and behaviours that are familiar in the day-to-day 
clinical work of addiction psychiatry. 

The authors conclude with a chapter on the 
place of CBT alongside other psychosocial and 
pharmacological approaches used in the field of 
addictions psychiatry. They explore the use of 
CBT in relapse prevention and in facilitating 
recovery, explaining its usefulness in developing 
client optimism, resilience, integration and choice 
as stepping stones on the pathway to recovery. 

As its title implies, the book is intended to be 
an easy-to-read practical treatment guide and it 
generally achieved this objective. The reader is 
likely to walk away with an enhanced 
understanding of CBT and this book deserves its 
place on the addiction psychiatry trainee's 
bookshelf. 

The current access to psychotherapeutic 
experience for addiction psychiatry trainees in the 
UK can be variable and this book is a useful 
resource that could start to bridge this gap. 
Trainees will most likely find themselves returning 
to it not only to find techniques to further their 
skills in dealing with commonly encountered 
problems but also as a trouble-shooting guide 
when faced with clients whose beliefs and 
behaviours appear fixed and stuck. 

To the experienced practitioner/clinician it is a 
well referenced resource that is likely to be best 
used for teaching and supervision purposes, as 
the earlier chapters will have 
less relevance to those with a 
basic proficiency in CBT. 


Dr Lihini Gunawardana, 
SCAN Trainee. 
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Mephedrone (4-Methylmethcathinone) abuse 1 


Neeraj Bajaj and A.S. Wylie 

Introduction 

4-Methylmethcathinone (Mephedrone, 4- 
MMC) is a stimulant drug related to cathinone 
and methcathinone and was freely available to 
buy on the internet and in the so-called "Head 
Shops" across UK as a "legal high" before 17th 
April 2010 when it was made a class B drug 
under the misuse of Drugs Act 1971 2 . Street 
names for Mephedrone include Miaow-Miaow, 
Bubbles and Drone. 

Effects of Mephedrone are reported to be 
empathogenic like Ecstasy and stimulant 
properties similar to Amphetamines. Media 
reports have suggested growing popularity 
among party goers and clubbers 3 . We present 
the findings of a survey on its use carried out 
by Tayside Police covering schools, universities, 
colleges and harm reduction agencies across 
Tayside 1 . 

Methodology 

A questionnaire was devised to collect 
information on age, sex, awareness, use, 
availability, effects and ill effects of 
Mephedrone among respondents. This 
questionnaire was made available in paper and 
online form to be filled by respondents and was 
distributed to a number of schools, colleges, 
universities and harm reduction agencies in the 
Tayside area. The survey ran from 1st to 23rd 
February 2010. 


Age distribution of mephedrone users 

Form and cost of Mephedrone - 86.2% (200) of 
the users reported using mephedrone as a 
capsule. Other common forms included as a 
powder by 66.4%(154) and tablet 8.6% (20). 
Mephedrone was bought for £5 per capsule or 5 
capsules for £20. 

Source - Though Mephedrone was available 
online as a Legal High at the time of this survey 
a majority of the users (139 or 60%) obtained 
Mephedrone from another person. Only 1.7% or 
four respondents bought it over the internet. 

Effects and ill effects - 144 (62%) stated that 
they had suffered ill effects from use. Negative 
effects as described by respondents included 
palpitations or fast/irregular heartbeat, sore 
nose, sore throat, blue extremities, insomnia, 
paranoia, "moreish'Vaddictive, muscle tension to 
jaw/face, teeth grinding , lip/cheek chewing, 
depression, suppressed appetite/weight loss, 
sickness/vomiting, hallucinations... "felt like I 
was going to die". 

Positive descriptions included: feel-good factor, 
euphoria, high, talkative, awake, similar to/just 
like E, "make you feel amazing and invincible", 
hyper, increased confidence, and increased 
alertness. The majority of respondents 
mentioned having both positive and negative 
experiences. 


Results 

The survey was completed by 1125 
respondents, of which 536 (47.6%) were male 
and 531 (47.2%) were female and 54 (4.8%) 
did not state their gender. Of the 1035 (92.3%) 
respondents who had heard of the terms 
mephedrone or bubbles or meat, 232( 22.4%) 
stated that they had used mephedrone. Gender 
distribution among users was: 140 males, 88 
females and four did not state gender. 


I Males by age group 
I Females by age group 


16-24: 108 77.1% 


12-15: 18 12.9% 



118 (50.9%) respondents who had taken 
Mephedrone stated that they had taken another 
substance with Mephedrone, the commonest 
being alcohol in 82 responders (70%). Other 
drugs used with Mephedrone included Cocaine, 
Cannabis, Ecstacy, Heroin. 

Conclusions 

Mephedrone use has been associated with self 
harm and deaths 4 - 5 . Mephedrone was classified 
as a class B drug under the Misuse of Drugs Act 
(1971) in April 2010. Psychiatric complications 
associated with its use include 

hallucinations and paranoia. This survey 
demonstrates a worryingly high level 
of awareness and use of 
Mephedrone among teenagers 
and young people in Tayside. 

This survey provides information 
on trends in Mephedrone use, 
its effects & ill effects. 

GBL (Gamma-Butyrolactone), 
BZP (Benzylpiperazine) and 
synthetic cannabinoids like 
spice which were available as 
"Legal Highs" were made illegal 
in December 2009 just a few 
months before Mephedrone wasl. 


The Home Office classified Gamma- 
Butyrolactone (GBL) and Benzylpiperazine (BZP) 
as illegal Class C drugs whereas Synthetic 
cannabinoids such as 'spice 1 are now controlled 
Class B drugs alongside cannabis. 

The rapid rise in popularity of Mephedrone 
as a "Legal high" and the urgency with which it 
had to be made an illegal class B drug has been 
part of a worrying trend. Naphyrone (NRG1), a 
legal high which replaced Mephedrone, was 
brought under the control of the Misuse of 
Drugs Act (1971) as Class B drugs, with effect 
from 23 July 2010. Reports of patients 
presenting to A&E after consuming legal highs 
like "Ivory Wave" have already started appearing 
in the media. 

More research and appropriate legislation 
into ways of effectively controlling the rapid 
populatrity of "Legal Highs" as recreational 
drugs is needed. 



Dr Neeraj Bajaj, Specialty Trainee 6, General Adult 
Psychiatry, Southern General Hospital, Glasgow and 
Dr A.S. Wylie, Consultant Addiction Psychiatrist, Eriskay 
House, Stobhill Hospital, Glasgow 
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We thank Tayside police for sharing the data 
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SCAN conference gives way 
to pan-Europe strikes 

Amy Wolstenholme, SCAN Coordinator 

NORMALLY in our winter issue we would be reporting 
to you the success and highlights of our recent annual 
conference. However, as many of you will be aware, 
things didn’t run quite as smoothly this time around! 

After years of questioning about our choice to again 
return to Manchester Airport (answers, of course, being 
familiarity, ease of travel, and outstanding value for 
money), we felt it was time we responded to this 
particular aspect of delegate feedback. Some 
investigation showed Barcelona to be an economical 
destination but with a few added bonuses: more 
temperate September weather, and a pleasant change of 
scenery from Manchester airport runway and car park. 

A power of energy was invested in liaising with our 
new hospitality colleagues in Catalonia, covering every 
last detail. Spring and summer were spent finalising 
speakers and details of a programme we were truly 
proud of. Registrations were looking healthy, and then 
the news broke: “National General Strike planned in 
Spain: Wednesday 29th Sept” .. .the day the majority of 
our guests and speakers would be arriving. It didn’t 
take long to compute that strike in Spain means strike, 
shut down, no half-way house. The main protagonists 
were public servants and so likely to be affected were 
air traffic control and other transport on the ground. 
With travel chaos looming, we had no doubt that it 
would be irresponsible to go ahead on the planned 
dates. 

Sharp negotiations ensued with the colleagues at 
the hotel venue, who have been exceptionally helpful. 
We feel there are many good reasons for the SCAN 
conference to take place in September, so we have 
negotiated a tentative booking for 15th/16th September 
2011. We will retain the main thrust of this year’s 
promised dynamic programme, but with changes where 
appropriate, to ensure the content is equally up-to-date 
and relevant. More information will follow in the new 
year. 

We hugely value our annual conference as a way of 
meeting SCAN members, bringing addiction specialists 
together and stimulating healthy debate and information 
sharing, so we are obviously disappointed with the 
recent events. There’s also no doubt that attempting to 
neatly and efficiently postpone a conference mid¬ 
registration is around triple the usual work! However 
on the upside we now have a luxurious 10 months to 
plan ahead, and we very much hope to see you in 2011. 



Project Prevention 
reaches UK 

Dr Eleanor Holliday, SCAN Trainee 

Few people will have missed the recent 
storm created by Project Prevention's 
launch in the UK, offering cash 
incentives for drug addicts and 
alcoholics to be sterilised or receive 
reversible long term contraception. 
Founded by Barbara Harris, Project 
Prevention is an American organisation 
set up after she adopted four children 
born to a drug user in Los Angeles 1 . 

ACCORDING to Project Prevention's 
website, since 1997 the organisation has 
paid out money to 3,600 'addicts', with 
over 1,300 individuals being permanently 
sterilised 2 . Prior to reaching our shores the 
project's approach has provoked 
controversy. Barbara Harris referred to 
addicted women having 'litters' and 
produced programme flyers stating: "Don't 
Let Pregnancy Ruin Your Drug Habit" 3 . 
Allegations against the project have 
included the targeting of poor and ethnic 
minorities, a claim strongly denied by the 
organisation 1 . To date the project has 
received little official support within the UK. 


Barbara Harris 



Concerns have centred around consent, the 
targeting of a vulnerable population, and 
comparisons have been drawn to eugenics. 
Project Prevention is not registered as a UK 
charity 4 - 5 , nor is it registered with the Care 
Quality Commission . 

The free UK telephone number's 
message requests that if you are an "addict 
wanting to participate in our cash for birth 
control offer leave us your mailing address 
and name.. .we will mail you the forms to 
take to your doctor or clinic to choose the 
birth control method that is best for you" 7 . 
The cash incentive differs according to the 
permanence of the method chosen. A 
greater immediate incentive, a one off 
$300 (~f200) payment, is provided for 
those undergoing sterilisation as opposed 
to reversible long-term contraception where 
payments of $100 are staggered at six 
monthly intervals 7 . Project Prevention in 
the UK sets out certain criteria for 
sterilisation such as being at least 30 years 
of age and having two or more children 8 . 
However it seems that the first man in the 
UK to accept cash for a vasectomy has no 
biological children of his own and did not 
inform his GP of the project's involvement 
prior to the procedure 9 . 

YouGov, a UK opinion survey 
organisation, reported the following results 
to the question: "Is paying addicts to be 
sterilised morally wrong or right?". 45% 
felt it was morally unacceptable, 34% 
morally acceptable, the remainder not 
knowing 10 . 

A spokesperson at the BMA has said 11 
that "The BMA's Ethics Committee does 
not have a view on the charity Project 
Prevention. As with all requests for 
treatment, doctors need to be confident 
that the individual has the capacity to make 
the specific decision at the time the decision 
is required. The BMA's Ethics Committee 
also believes that doctors should inform 
patients of the benefits of reversible 
contraception so that the patients have 
more reproductive choices in the future." 

Martin Barnes, Chief Executive of 
DrugScope, has described the project's 
approach as "exploitative, ethically dubious 
and morally questionable" 12 . Simon 
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Antrobus, Chief Executive of UK drug and 
alcohol treatment charity Addaction, has 
stated: 'We believe that Project Prevention's 
approach is exploitative. It is an approach 
to an addict when they are at their lowest 
possible ebb' 13 . 

The controversy is likely to continue. 
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"Watching people drink 
methadone saves lives!" 


The drugs field is no stranger to 
dramatic headlines and the results of 
Professor Strang's BMJ paper 1 could 
almost be worthy of a tabloid strap 
line: the simple claim that the way a 
treatment is delivered could save 
lives. The paper reported an analysis 
of the rate of deaths in which 
methadone was cited by the coroner, 
as a proportion of the estimated 
number of methadone doses 
prescribed, in both England and 
Scotland between 1993 and 2008. 

CORONIAL data from the Office of 
National Statistics was studied and 
details were obtained about drug-related 
deaths in which methadone was the only 
drug or one of a number of reported 
drugs reported by the coroner. The 
number of daily doses of methadone 
dispensed was estimated by assuming an 
average of 60mg (conservative given the 
known average daily dose of 47.3mg in 
1995 and 56.3mg in 2005). The OD4- 
methadone index (number of deaths 
with methadone implicated per million 
defined daily doses of methadone 
prescribed per year) could then be 
calculated. 

In both England and Scotland there 
was a rapid decline from baseline, tailing 
off to a new lower plateau. 

The authors describe policy and 
practice development in relation to the 
introduction of supervised methadone 
over the relevant period. They make a 
persuasive argument that the change in 
the OD4-methadone index closely 
followed the change in practice. The fact 
that the same pattern is observed in both 
countries, with both the introduction of 
observation and the relative reduction in 
deaths occurring slightly earlier in 
Scotland, strengthens the suggestion of 
a causal relationship. The authors 
consider and reject alternative 
explanations of a reduction in heroin 
availability, reduction in rates of injecting 
as opposed to smoking heroin or an 
increased average dose of methadone. 

One further possibility I would 
consider is the introduction of dose 


induction at the beginning of 
treatment which also occurred at 
around this time. While overall doses 
were slowly increasing, practice was also 
changing to limit initial doses and 
achieve the optimum dose following 
titration. This study leaves open the 
question of whether there is more scope 
to further reduce deaths by extending 
the use of supervised consumption, and 
what the consequences of doing so 
would be. It has been argued that the 
disadvantage of supervision is to reduce 
uptake and acceptability of treatment. 
We still do not have enough data to be 
confident where the optimum point lies 
on a continuum between high levels of 
supervision and high treatment 
acceptability. 

This paper provides important 
evidence bearing on a potentially 
changing treatment landscape. However, 
returning to the theme of dramatic 
headlines, we live in an age when folk 
are expressing all sorts of views, with 
various levels of evidence on which to 
base them, about the outcome of 
methadone treatment. Perhaps it was 
ever so. Early in the epoch of this study, 
claims were made that methadone 
treatment was more dangerous than 
heroin use 2 . Carnwath et al 3 provided 
an early rebuttal of this scaremongering 
simply by pointing out the necessity of 
applying a denominator to the 
numerator of number of methadone 
related deaths. 

Reading this study now leads me to 
reflect on one of the frustrations of 
being an addiction psychiatrist within the 
systems of commissioning and decision 
making we have. Perhaps I'm just 
sharing a long-held grievance, but I 
clearly remember meeting with 
commissioners in the early days of my 
post, presenting some of the data from 
Glasgow and suggesting that we should 
adopt the approach of supervision 
locally. I think the response can be 
paraphrased as "We don't want any of 
that controlling medical-model here". 

It's not uncommon for aspects of the 
provision of the prescribing elements of 
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REVIEW 


GHOST STORY 


"Watching people drink 
methadone saves lives." 


—► our service to be debated in such 

perjorative terms or viewed through the 
prism of those who see some sort of 
medical conspiracy as opposed to an 
appraisal of the data. We waited, and then 
implemented the national guidance in due 
course. 

Nowadays, opinion about supervision 
has entered the great Recovery Debate. I've 
had a view expressed to me recently that 
one of the problems with our treatment 
systems is "of course too many people 
have been on supervision for too long, and 
that's inhibiting their recovery." Whether 
this is the case is one of the many things 
that we still don't know. I suspect that it is 
no coincidence that those expressing such 
views also have an eye to the costs 
associated with supervised consumption. 

There remain many practical difficulties 
in its implementation; patients still report a 
loss of privacy in the way supervised 
consumption is administered, many report 
it as an unwelcome restriction, while others 
appreciate the safety and structure it brings 
to their treatment. There is significant 
variation between services in terms of for 
which categories of patients and for how 
long methadone is supervised. Strang et 
al's study argues that supervision saves 
lives; Finch 4 previously reported little 
difference in other outcomes between a 
supervised and non-supervised treatment 
setting. The time is ripe for an articulation 
of how supervision is part of medication 
assisted recovery... perhaps a job for the 
new Clinical Guidelines Group? 
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With increased investment in addiction 
services, the demands for service level data 
have grown dramatically. The focus on 
clinical governance and evidence-based 
practice has required services to critically 
review the care they provide through 
clinical audit 1 . The practice of audit against 
national or local standards has resulted in 
increased use of measures and instruments 
originally created for the research world. 

The requirement of addiction services to provide 
surveillance information on those receiving 
treatment has now entered its fifth decade. 
When the Dangerous Drugs (Notification of 
Addicts) Regulations (1968) came into force, 
doctors were required by law to provide the 
Home Office with details of addicts they had 
attended mainly as an epidemiological 
surveillance tool. Following the closure of the 
Home Office Addicts Index in 1997, the regional 
drug misuse databases (RDMDs) were the main 
source of information on addicted individuals in 
treatment until April 2001, when the National 
Drug Treatment Monitoring System (NDTMS) 
was created, later taken on by the National 
Treatment Agency in 2004. 

The 7th version of NDTMS (Dataset G) 2 was 
launched in 2010, which now has six sections 
and over 100 possible variables, including 
demographic, clinical and treatment profiles for 
each new drug user. One section includes the 
Treatment Outcome Profile (TOP), introduced in 
October 2007 3 , which aims to assess treatment 
effectiveness through various behavioural and 
clinical measures. The development and 
implementation of the national alcohol 
treatment monitoring system (NATMS) 4 in April 
2008 does the same for primary alcohol users as 
its older sibling. 

Over time, the purpose of this data 
collection appears to have undergone a gradual 
but significant transformation. Originally 
intended primarily for surveillance purposes, 
NDTMS now has the added aims of 
performance monitoring, treatment planning, 
and reviewing service activity. All NHS-funded 
drug and alcohol services are required, and 
contractually obliged, to complete and return 
this monitoring data, which are scrutinised at a 
local, regional and national level. 

The government intention is to introduce 
"payment by results" into the NHS, and the 
addiction field is no exception. The Public Health 
Service also highlights the continued reliance on 
data to drive these changes 5 . But are the 
current processes and standards used for this 
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data collection adequate? 

Clinical service contracts are substantial, 
with modest contracts amounting to hundreds 
of thousands of pounds from the public purse. 
The retention of such contracts will increasingly 
rely on achieving 'good' performance 
demonstrated by outcome data. Clinical 
research trial contracts have comparable aims of 
collecting and distilling data usually in order to 
evaluate the efficacy, effectiveness and cost- 
effectiveness of treatments. 

Given these similarities and the sums of 
public money involved, one might expect that 
the rigour and scrutiny in data collection in a 
clinical service and a clinical trial would be 
comparable. 

At first glance one could assume they are: 
in both cases the awarding of a contract relies 
on a successful business case or proposal, which 
details how its objectives will be achieved while 
adhering to correct protocols for acquiring 
consent and capturing an agreed data set. See 
text box 6 below for the stated aims of research 
governance. These principles seem similar to 
those required for clinical governance, the 
framework which ensures the safety and quality 
of NHS services. 

Scratching below the surface however 
reveals that the rigour of methodological 
process and standards applied to clinical trials 
are much tighter than those for data collection 
in the NHS service context. Independent 
scrutiny is required; applications and proposals 
are peer-reviewed by experts in the field; the 
recruitment of subjects cannot take place until 
assessed by an independent ethical committee; 
each clinical trial has a steering group 
comprising independent experts and 
stakeholders. Additionally, to minimise bias, a 
well-designed clinical trial will ensure that 
outcome data is collected independently from 
the clinicians delivering the interventions and 
that those collecting the data are blinded to the 
nature of the interventions received by 
participants. Clinical interventions and data are 
usually required to undergo independent validity 
checks to ensure study protocol adherence. 

Largely these principles are missing from 
our clinical service data collection, yet similar 
principles of governance seem to apply. All 
those involved in the delivery of NHS-funded 
drug and alcohol services will recognise that the 
performance data by which they are judged 
originated from their own service. The data is 
usually collected by the same clinicians who 
provide treatment and have more than a 
passing interest in how the data will be used. 


This process alone highlights a potential conflict 
of interest, as there is a direct incentive to 
reporting positive outcomes if these outcomes 
are later used as a basis for continued funding. 

Although TOP has been validated 7 and well 
received by the field as a tool for clinical 
management, it would be a concern if TOP 
results were used to monitor services. The fact 
that guidance suggests all completed TOP forms 
should be kept in the client's file for comparison 
challenges the integrity of service outcome 
reporting - the potential for clinician bias 
contaminating the data is high. 

Further, existing data handling and 
management across some clinical services 
appears to have become rather 'creative' with 
documented reports of duplicate or 'ghost' 
clients appearing on NDTMS due to 'problems' 
with data entry, amendments or systems 8 . 
Although it is not known to what extent the 
problem of 'ghost' clients has had nationally 
some localities report that the identification and 
removal of 'ghost' cases has caused anomalies 
in the baselines on which annual targets were 
set and had a detrimental effect on achieving 
targets 9 - 10 . 

In summary we have broadened the 
application of data on individual service users 
from a surveillance tool to being used for 
treatment planning, performance monitoring, 
contractual and research purposes. As we enter 
an era that promotes the use of outcome data 
and the increased use of research tools in clinical 
practice and monitoring tools such as NDTMS in 
research 11 , there is a need to reconsider the 
governance arrangements for routine service 
data collection and introduce a transparent and 
independent scrutiny of data collection 
procedures similar to those used in the world of 
clinical research. 


Research Governance is needed to: 

• Safeguard participants in research 

• Protect researchers/investigators 

• Enhance ethical and scientific quality 

• Minimise risk 

• Monitor practice and performance 

• Promote good practice and ensure 
lessons are learned 


S Tom Phillips, Consultant Nurse 
i in Addiction, Humber NHS 

1 Foundation Trust & 

1 CNO/NIHR Clinical Doctoral 

f Research Fellow, Institute of 

Psychiatry, King's College 
b London 
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Regional 

WEST MIDS 1st Feb 2011 
NORTHWEST 19th May 2011 
SOUTH WEST 14th Jan, 6th May 2011 
SOUTH EAST 25th Feb 2011 
LONDON 16th Mar 2011 
EAST 4th March, 20th May 2011 
EAST MIDS 18th Mar 2011 
NORTH EAST 2nd Jun 2011 


National events 

21-22 March 

British Journal of Hospital Medicine 4th National 
Conference: Child and Adolescent Addictions: risk, 
consequences, treatments and management Hallam 
Conference Centre, London 
Highlights include: 

New trends in substance misuse: mephedrone and 
other legal highs; challenges of working with young 
people with alcohol abuse; prescribing for young 
people with substance misuse issues and young 
person's service provision in a small community. 
flo.doel@markallengroup.com 
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Christmas 

Caption 

Competition 

Instead of any pictures from the 
SCAN conference, all we have to 
offer is this still from the strike 
rioters in Barcelona! 
Winning suggestion, 
which can be in 
English, receives a book 
token. Email scan@nta- 
nhs.org.uk 


Annual statistics on adult drug treatment in England 


IN October this year, the National Treatment 
Agency published annual statistics on adult drug 


the over 40s 

• More adults aged 18-24yrs seeking treatment 


BACK PAGE 


EVENTS 


treatment in England, showing changing 
patterns of drug use and drug dependency. For 
the first time the number of adult drug users 
seeking treatment for addiction to cocaine has 
fallen, for both powder and crack forms. 

The figures also show a further decline in 
the number of adults needing heroin treatment. 
This builds on last year’s picture, confirming that 
treatment is beginning to show an impact on 


for problems with cannabis 
In September, the NTA reported findings from a 
study which tracked the post-treatment journey 
of thousands of drug users over a four year 
period. Almost half of those discharged in one 
year subsequently demonstrated sustained 
recovery from addiction. 

Of the remainder discharged in 2005-6, 
about half of them came back directly into 


28-29 April 

Royal College of Psychiatrists Faculty of Addictions 
annual residential meeting Hilton Hotel, Gateshead 
dgoka@rcpsych.ac.uk 020 7235 2351 ext 6145 

International events 

3-7 April 

Harm Reduction 2011: IHRA's 22th International 
Conference Queen Sirikit National Convention 
Centre, Beirut, Lebanon ihra.net/conference 


drug use and the ‘trainspotting’ generation of 
addicts from the 1980s is aging, with fewer young 
people risking heroin addiction. 

Key trends include: 


treatment, mostly within a year; and a further 
one-third were re-directed back into treatment 
through contact with the criminal justice system. 
Of those who left treatment but subsequently 
re-offended using drugs, 65% went back into 


14-17 April 

American Society of Addiction Medicine (ASAM) 
42nd Annual Medical-Scientific Conference 
Washington, DC. USA 
asam.org/Annual Meeting.html 


• A sharp drop in drug users seeking treatment 
for addiction to cocaine, both powder and crack 
form, particularly among the 18-24 group 

• A continued fall in demand for heroin 
treatment in the 18-24 and 25-29 groups; and a 
small rise in heroin treatment demand among 


treatment. 

The full statistics, commentary and press 
release can be downloaded from the NTA 
website, along with ‘A Long Term Study of the 
Outcomes of Drug Users Leaving Treatment’ 
(September 2010): www.nta.nhs.uk/ 


There is a £300 prize to be won for psychiatric trainees who present a poster at the Annual Faculty 
Residential Meeting on 28 and 29 April 2011. The Faculty wishes to encourage interest in research in 
addictions from any psychiatric trainee. The closing date is 4 February. More information from Dela Goka, 
Dgoka@rcpsych.ac.uk, 020 7235 2351 ext 6145 

The £200 Medical Student Essay Prize is for 4th and 5th year medical students in the UK & Ireland. The 
closing date is 28 February. The prize will be awarded at the Annual Faculty Residential Meeting. More 
information from Alex Crowe (Faculty Manager), acrowe@rcpsych.ac.uk, 0207 235 2351 Ext 6284 

Bursaries of £250 are available to enable Specialist Registrars, Senior House Officers, Pre Membership 
Psychiatric Trainees, Affiliates and Staff Grades working in the field of addictions psychiatry to attend the 
Faculty residential meeting in April. More information from Alex Crowe (details above). 
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19-21 May 

UKESAD UK/European Symposium on Addictive 
Disorders Grange City Hotel London 
www.ukesad.org/ 

23-24 May 

The Fifth Annual Conference of the International 
Society for the Study of Drug Policy Hotel Mitland, 
Utrecht, Netherlands, 

trimbos.org/trimbos-international/agenda/issdp- 
conference-2011 
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